A total of 212 child care providers residing in a southeastern state were surveyed about their knowledge and attitudes toward AIDS and child care policies. Providers' feelings about caring for an HTV-infected child, rather than their perceived knowledge of AIDS, were most consistently correlated with their factual knowledge and positive attitudes toward AIDS. These results suggest that providers may pay more attention to AIDS information and become more accepting of recommended child care policies when they are able to personalize AIDS within the context of their work with young children. Implications for education are discussed within the context of the Health Belief Model.
Introduction
Education is recognized as a major tool in preventing the spread of the acquired immunodeficiency syndrome (AIDS) (Freudenberg, 1988) . As the number of AIDS cases continues to grow, the educational needs of those who care for victims of the disease likewise have become increasingly important. One population of caregivers whose need for AIDS education has received little attention is child care providers.
Unfortunately, health and human service professionals can expect an increasing demand for AIDS education from the child care profession. Although
Child and Family Development, Dawson Hall, University of Georgia, Athens, GA 30602, USA pediatric AIDS cases (i.e. those cases involving children 13 years of age and younger) currently make-up about 1% of the total AIDS population (Centers for Disease Control, 1991) , children infected with the human immunodeficiency virus (HIV) make-up the fastest growing group of AIDS patients (Heyward and Curran, 1988) .
The increase in pediatric AIDS cases is tied to the manner in which children acquire the HTV virus. Unlike adults, most of whom acquire the HTV virus through sexual intercourse or IV drug abuse, a majority (78%) of all children acquire the HIV virus perinatally from their mothers (Falloon et ai, 1988; Centers for Disease Control, 1989) .
It is the mother-to-child transmission of the HIV virus that makes child care an important part of pediatric AIDS, since many HTV-infected mothers are unable to personally care for their children. HIV-infected women also have a shorter survival time than men (Rothenberg et al., 1987) .
The inability of mothers and perhaps other family members to care for the growing population of HIV-infected children places an increasing demand on child care centers, foster homes and group homes to provide educational and physical care services on a short-term and long-term basis. In order to meet this demand, research is needed on child care providers' knowledge of AIDS and their attitudes toward assuming responsibility for the care of HIV-infected children. The purpose of the study reported here was to address this issue through two hypotheses: (1) providers who perceive themselves to be more knowledgeable about AIDS will agree more strongly with professional information regarding HIV transmission and recommended child care policies, and (2) providers who are more willing to care for an HIV-infected child will agree more strongly with professional information regarding HIV transmission and recommended child care policies.
Methods

Subjects
Child care providers attending one of three child care conferences in a southeastern state were asked to participate in the study. The conferences were conducted on three consecutive Saturdays. Of the total 339 providers receiving surveys, 224 (66%) returned them. Twelve surveys were discarded because of incomplete responses or because they were completed by males, leaving a database of 212 (62%) providers. A demographic profile of the sample is presented in Table I . 
Measures
Subjective measures
Providers used a four-point item (1 = nothing to 4 = more than most) to respond to the question, 'In comparison to others, how much do you know about AIDS?'. The higher the score the greater the provider's perceived knowledge of AIDS. Provider responses to the open-ended question, 'How would you feel about caring for a child who had the AIDS virus?' were coded along a threepoint value continuum (1 = negative to 3 = positive) (see Table II for response scale examples). The higher the score, the more positive the providers' feelings about caring for an HIV-infected child. 
Objective measures
Providers used a five-point Likert Scale to identify as true or false (1 = definitely true to 5 = definitely false) six items relating to professional information about HTV transmission (see Table III ). All items were worded to disagree with AIDS information (e.g. 'You can catch the AIDS virus from hugging a child who has the AIDS virus'). Therefore, the higher the score (i.e. 5 = definitely false), the more the providers agreed with the professional AIDS literature. Cronbach's a revealed an internal reliability of 0.87
Providers used a five-point Likert scale to agree or disagree (1 = strongly agree to 5 = strongly disagree) with five items relating to professional recommendations regarding AIDS and child care policies (see Table IV ). All items were worded to disagree with AIDS information (e.g. 'Children who have the AIDS virus should not be allowed to attend day care'). Therefore, the higher the score (i.e. 5 = strongly disagree), the more the providers agreed with recommended child care policies. Cronbach's a revealed an internal reliability of 0.75.
Both scales were adapted from AIDS attitudinal research studies (Dawson et al., 1988; Turner et al., 1988; Brucker et al., 1989) , AIDS educational materials (Bennett, 1987; Grady, 1988) 
Procedure
The researcher attended all three conferences to explain the purpose of the study, review the format of the survey and ask for the providers' participation. Providers were asked both verbally and in writing to complete the survey on their own. A collection box was placed at the registration desk of each conference to collect completed surveys.
Results
Providers' knowledge of HTV transmission
As can be seen in Table IE , three significant correlations were found between providers' perceived knowledge of AIDS and their agreement with professional information about HIV transmission. Providers who reported to know more about AIDS disagreed more strongly that AIDS can be transmitted through sweat, sneezing or a drinking glass.
Five significant correlations were found between providers' willingness to care for an HIV-infected should not be allowed to care for children 3. Children who have the AIDS virus should not be allowed to attend day care 4. An employer should have the right to fire an employee who has the AIDS virus 5. Parents of children in a child care center should be told when a child in the center has the AIDS virus *P < 0.001; **P < 0.01.
child and their agreement with professional information about HIV transmission. Providers who were more willing to care for an HIV-infected child disagreed more strongly that AIDS can be transmitted through biting, sweat, sneezing, kissing or a drinking glass.
Providers' agreement with recommended child care policies
As can be seen in Table IV , one significant correlation was found between providers' perceived knowledge of AIDS and their attitudes toward recommended child care policies. Providers who reported to know more about AIDS, disagreed more strongly that an employer should have the right to fire an employee testing positive for AIDS. Four significant correlations were found between providers' willingness to care for an HIV-infected child and their attitudes toward recommended child care policies. Providers who were more willing to care for an HIV-infected child disagreed more strongly that: (1) child care providers who test positive for HIV infection should be prevented from caring for children, (2) children who test positive for HIV infection should be prevented from attending a child care program, (3) an employer should have the right to fire an employee who is HIV-positive and (4) parents of children enrolled in a child care center should be told when a child in the center has AIDS.
Follow-up descriptive analysis
The above results indicate that willingness to care for an HIV-infected child correlated more consistently with providers' knowledge of HIV transmission (see Table III ) and the acceptance of child care policies regarding pediatric AIDS (see Table IV ) than did self-perceived knowledge of AIDS. This finding raised a concern as to whether the providers' self-perceived knowledge might have differed from their actual knowledge regarding HIV transmission. For example, some providers might have believed they were knowledgeable about AIDS in general but lacked particular facts about HIV transmission. Another possibility is that the providers might have known the facts about AIDS and HTV transmission but not believed them. Both situations may have been at work. As noted in Table V (4) There is no cure for the disease AIDS. (5) There is no vaccine that protects a child from getting the AIDS virus. (6) A child with the disease AIDS is in more danger of getting sick than making someone else sick. b See Table 3 for HIV knowledge items. correctly to only two or fewer HIV transmission knowledge items. Also, the providers were equally divided in their willingness to care for an HIVinfected child, with approximately one-third expressing negative feelings, one-third expressing positive feelings and one-third expressing mixed feelings.
Discussion
The providers' perceived knowledge about AIDS reflected their actual general knowledge about AIDS. However, the providers were not as equally informed about HTV transmission, perhaps explaining the lack of uniformity in the providers' willingness to care for HIV-infected children. These findings are discussed in relation to both the original hypotheses and their educational implications.
Hypothesis 1
As noted in Table HI, the higher the providers' self-perceived knowledge of AIDS, the more they disagreed that the HTV virus could be transmitted through sweat, sneezing or a drinking glass. All three of these transmission routes are clearly physical health issues. In contrast, the three remaining non-significant correlations (items 1, 4 and 5) are health issues that overlap with children's social-emotional development. For example, although biting is clearly a health issue in child care, it is also a discipline issue. Likewise, hugging and kissing, while health issues, are also important in children's early social-emotional development.
These distinctions suggest that the providers' attention to AIDS information might have been more strongly guided by what they perceived as physical health issues. If so, their interpretation of AIDS was too narrowly defined. Health educators can expand providers' interpretation of AIDS by addressing other child care issues (e.g. biting, hugging and kissing) in which health and socialemotional issues overlap. In short, a broader lifestyle approach to health issues in general, and AIDS in particular, might help providers to focus on the total well-being of children who are HTVinfected or who are at risk for HIV infection (Pollock, 1994) .
As noted in Table V , one significant difference was found between the providers' perceived knowledge of AIDS and their feelings about recommended child care policies. The more the providers reported to know about AIDS, the more they disagreed that employers should have the right to fire an employee testing positive for AIDS. While this finding is encouraging, one is left wondering why no other significant correlations were obtained. One possible reason is that the providers may have personalized their knowledge of AIDS when considering child care policies.
For example, neither of the two non-significant items relating to child care providers themselves threatened job loss (items 1 and 2), although one item (item 2) prohibited HIV-infected providers from working directly with children. This finding suggests that the providers' knowledge of AIDS may have been selectively transferred to child care policies that ensured their personal employment protection, an important issue in a profession with a high turnover rate (41%) (Whitebook et al, 1989) .
Of the two remaining non-significant items (items 3 and 5), one prohibited HIV-infected children from attending a child care program and the second demanded that parents of children enrolled in a child care program be told when a child tested positive for HIV infection. In both cases, the personal rights of HIV-infected children were involved. This distinction again suggests that the child care providers' knowledge of AIDS was selectively related to personal employment issues. In short, although the providers' knowledge of AIDS transferred to protective feelings about their own rights (i.e. job protection), it failed to transfer to protective feelings about the rights of HIV-infected children. Similar findings have been obtained in studies of health care professionals who, although trained to care for AIDS clients, rejected their professional responsibility to treat those clients (Bernstein et al., 1990; Currey et al., 1990) .
Hypothesis 2
As noted above, providers' feelings about caring for an HIV-infected child was significantly correlated with their agreement with professional information about HIV transmission and recommended child care policies. The more positive the providers' feelings toward caring for an HIVinfected child, the more they disagreed that the HIV virus could be transmitted through a bite, sweat, sneezing, kissing, or a drinking glass (see Table III ). The more positive the providers' feelings toward caring for an HTV-infected child, the more they disagreed with child care policies that would discriminate against HIV-infected children and child care employees (see Table  IV ). These findings further reinforce the suggestion, made above, that it is providers' personal feelings about AIDS that have the strongest relationship with their agreement with professional AIDS information and recommended child care policies.
Implications for intervention
The results of this study suggest that educating child care providers about HIV and AIDS may not be enough. A more comprehensive approach is needed that utilizes strategies to help child care providers personalize their knowledge of AIDS. More specifically, a link between the presentation of factual information and skills building regarding HFV transmission and child care policies is needed to challenge providers' attitudes and beliefs regarding HIV-infected children. Educational programs for child care providers should be viewed as involving a series of steps with skill-building, attitudes and beliefs serving as intermediate linkages between the presentation of factual information and providers' actual classroom practices.
The Health Belief Model provides one framework by which to conceptualize how such linkages might be forged (Maiman and Becker, 1974; Rosenstock, 1974; Janz and Becker, 1984 Harrison et al., 1992) . This 'value-expectancy' model is based on the premise that an individual's state of readiness to take action in response to a health issue like AIDS is determined by: (1) one's perceived susceptibility to the disease, (2) the perceived seriousness of the disease, (3) the perceived benefits of taking action along with barriers to taking action, and (4) cues to action that trigger appropriate health behavior, including internal cues (e.g. body state) and external cues (e.g. mass media communication and education). The above findings suggest that by personalizing providers' knowledge of AIDS, their perceptions of HIV susceptibility and their monitoring of 'cues to action' can take a more positive approach. The following three suggestions are examples of educational strategies for personalizing providers' knowledge of AIDS and caregiving attitudes.
Educational materials and training should be expanded to address AIDS as a child care professional issue well as a public health issue. For example, AIDS materials and training should address ethical standards in the care of HIVinfected children, communication between child care staff, families and human service agencies, and the educational and social-emotional needs of HIV-infected children.
An empathic approach that directly involves providers in various decision-making situations should be used to personalize AIDS information. Hypothetical situations would encourage providers to consider how they might modify or implement policies within their own child care program to comply with recommended child care policies regarding AIDS. The use of real-life case studies could increase providers' emotional ties to AIDS information. Case studies would serve to encourage providers to consider the physical, social-emotional and cognitive needs of HIVinfected children in relation to non-infected children. Can these needs be met when infected children are separated from their non-infected peers? Such discussion questions would encourage providers to debate the merits of policies relating to the care of HIV-infected children.
Interactive training should be used to help providers put their knowledge of AIDS into action. Role plays, interactive videos, handson demonstrations and hospital-based training involving direct work with HIV-infected children represent some potential interactive training strategies by which to help providers transfer their knowledge of AIDS into responsible child care practices.
